disease in its early phases. But that, naturally, has been controlled by the treatment which has been adopted. In place of the pustulette we have the almost equally typical epidermic circumpilar collarettes at the spreading margin of the disease. These cases are constantly mistaken for lupus erythematosus. I have had three in the last year sent as lupus erythematosus of the scalp, and, from many points of view, I think it well to distinguish them carefully.
Dr. S. E. DORE: Can Dr. Pringle tell us if there is any real difference between Quinquaud's disease and Brocq's pseudo-pelade? I think the term " folliculitis decalvans " is applied more to the early stages in which there is a definite peri-folliculitis. In pseudo-pelade, cicatricial areas with a convex spreading margin are seen, but not the inflammatory collarette to which Dr. Pringle has referred. Are the two conditions distinct or are they stages of the same disease ?
Dr. J. J. PRINGLE (in reply to Dr. Dore): I think Brocq's "pseudo-p6lade." is a name descriptive of the last stage of shallow cicatricial condition of the scalp produced by folliculitis decalvans. I should be sorry if Quinquaud's name should drop out in connexion with this disease, because it was his work which established it as a dermatological entity.
Case of Lichen Obtusus Corneus. By W. KNOWSLEY SIBLEY, M.D.
THIS woman is aged 71, and she has spent thirty-three years of her life at the Cape. She has now been back in England three and a half years. She says that ten years ago she had somewhat similar lesions on her legs and arms, and they disappeared, but that since she has been in England they have come back, in a worse form, and persist.
There is a group on the outer side of the left leg, which she has had constantly for nearly four years: there is also a patch of hypertrophic tissue on the outside of the left ankle, a similar group on the right leg, on the outer side of the right thigh, on the inside of both thighs, and there is one papule left on the right forearm. Similar papules have occurred on the back of the hands, but they have completely disappeared after the application of X-rays. She has also one or two isolated papules scattered about her body. Apparently the irritation is, at times, extremely severe, and when I first saw her the areas were covered by scratch marks, and some of the lesions on the legs were bleeding. There are no lesions in the mouth.
With regard to diagnosis, I have suggested that it could be grouped with the cases of lichen obtusus corneus. The first case of this disease seen in this country I showed before the Section in July, 1916,' and the second I exhibited here early in the last Session. But this differs fromt those cases in many respects. In both the former. cases, the papules were isolated and discrete, whereas in the present case many of them are grouped, especially the leg lesions, where the grouping is like that of a herpetic eruption. Nothwithstanding that, there is some hypertrophic tissue between the papules. There is also considerable pigmentation left. The most marked typical discrete papule is on the inner side of the upper right thigh, which is the size of a pea, slightly umbilicated, presumably from scratching. The largest is in front of the right patella, which is a connecting link between lichen obtusus corneus and lichen hypertrophicus. Many of the lesions, taken by themselves, are exactly like those of lichen obtusus corneus. I' show you a photograph of the left leg.
The symptoms have been considerably relieved by small doses of X-rays, and the patient is now much more comfortable. The Wassermann test is disti'nctly negative. The case is complicated by pus infections, but I do not think that accounts for the hypertrophic corneous condition of some of the papules.
The pathological report is as follows: "The section of a papule taken from the outer area of the left leg shows a very marked thickening of the stratum corneum, which is infiltrated with horn cells, the stratum granulosum appears to be destroyed, the stratum mucosum is greatly thickened and elongated, dipping a good way down into the dermis proper; there is also a Odense cellular infiltration present, and the blood-vessels are dilated. There are no giant cells present."
DISCUSSION.
Dr. J. J. PRINGLE: I agree with -Dr. Sibley's diagnosis of this puzzling case, and think 4is appreciation of its position in the lichen group is justified. I should not have arrived at any firm diagnosis had it not been for the domeshaped elementary lesion high up on the right thigh, which corresponds in its characters tWith those of the very few cases which have been recognized as "lichen obtusus corneus" in this country. The fibrous feel to touch is similar, as is also the colour. One of these came under my observation in private, and the diagnosis was confirmed independently by Dr. Adamson and Dr. A. M. H. Gray. There is also a patch about the shin which corresponds exactly to lichen hypertrophicus. Therefore the view enunciated by the exhibitor that it is "a connecting link" is, I think, an acceptable one. The itching is, evidently, very terrible, as we know it to be in these cases, and we must not be misled by the very large amount of consecutive pyogenic dermatitis which has naturally resulted from scratching of the large area. of skin involved over the centre of the leg.
Dr. GRAHAM LITTLE: I should deprecate the diagnosis of lichen obtusus in this case. The widespread pus infection of the. lesions, for they are practically all suppurative, is surely very unlike the picture of lichen. The nodule which has been claimed as characteristic by the exhibitor seems to me to be more readily explained as a deep-seated pus infection, such as we see commonly in acne indurata. Africa is the home of inveterate pus infections of this very type. The histological report seems to me to be further directly negative of the diagnosis of lichen planus, for the granular layer is expressly said to have been absent, and this is, on the contrary, greatly accentuated in lichen, especially of the verrucose variety.
Dr. SEMONT: In a large number of cases in France which we have dealt with in the general hospital under Lieutenant-Colonel MacCormac, we have seen cases in which it was impossible to make a diagnosis between ordinary lichen planus and lichenization due to an infective condition secondary to parasitic infection. In the absence of facilities for making biopsies, we were unable, in some cases, to come to a conclusion in the matter. As Dr. Little has said, one can get lesions extremely like those described, under ordinary circumstances, as lichen planus, but which are of infective nature, and in some cases there is no means, except the microscope, to settle it. In this present case there is nothing like a typical lichen planus papule. In France, we have been in the habit of looking carefully for mouth lesions, and very commonly we have found them when lichen planus is present. In a case like this one might possibly have found something on the tongue or the side of the mouth. Is Dr. Sibley's experience of treating lichen planus by X-rays satisfactory ? I have tried it in numerous cases, without much success.
Dr. S. E. DORE: This case is, I believe, only the third of its kind which has been shown in this country. In the first case shown by Dr. Sibley there was nothing especially typical of ordinary lichen planus, but Dr. Adamson pointed out that it was identical with an American case published in the Journal of Cutaneous Diseases under the name of lichen obtusus corneus. In the present case the lesions.on the upper part of the right thigh are identical with those in the case Dr. Sibley showed before. The case is of special interest because, as Dr. Sibley pointed out, it seems to show the transition stage between characteristic lichen planus papules and the obtuse horny lesions. Some of the patches which have been considerably scratched and are surrounded by a good deal of cicatricial tissue resemble those in a patient I showed here two or three years ago, with what I considered to be hypertrophic lichen planus, although it was thought by some to be an artefact. She is still under my care, but I have never been able to identify a lichen planus papule.
Dr. BuNcaH: Does Dr. Sibley recollect, in the description of the American cases, if there were any lichen planus papules at any time ? When I read the paper, the American cases struck me as very indefinite, and an undoubted connexion with lichen planus seemed very indeterminate. Does Dr. Sibley look upon lichen corneus, as described by American writers, as essentially a subdivision of lichen plainus ?
Dr. SIBLEY (in reply); No lichen planus papules were described in the American cases. I look upon lichen corneus as a subdivision of lichen planus.
In the first case I showed, Dr. Adamson diagnosed it, and he considered there' was a lichen planus papule by the side of one of the lesions. In that case there was no lesion in the mouth, nor in the other case I showed. This patient has had considerable pyogenic inflammation in addition. My experience of treatment of lichen planus with X-rays has been very satisfactory, but not so with lichen hypertrophicus. Lichen planus, especially in cases with much irritation, is relieved by one-third pastille doses of X-rays. I have had one or two cases of lichen hypertrophicus in which the treatment has made the condition distinctly worse. This patient was in such a condition as to impel one to do something for her, and the small doses of the rays she has had have made her feel a different being.
Sibley: Case of Senile Tuberculosis Cutis
The PRESIDENT: With regard to the points to which Dr. Pringle drew attention-namely, the peculiar lesion on the right thigh and that near the ankle on the same side, so far as the general eruption is concerned, I think he would be a very bold man who would say it could not be well accounted for by recurrent chronic pyodermia, except for two points. I think that that slightly horny patch near the anlkle is probably lichen hypertrophicus. But it is so complicated by pyogenic dermatitis that it is difficult to make a diagnosis. In such a case one would hardly expect to find lesions in the mouth: I understand this patient has not had any such, and she has none at present. I have not had much ekperience of the treatment of lichen planus by X-rays, but I will give one example. For several years, when I had charge of the out-patient department at Charing Cross Hospital, I had a patient who came under my observation repeatedly, and I frequently made use of her as an example to students of lichen hypertrophicus affecting the knee region, in front of the patella-a very common position. At Dr. MacLeod's suggestion X-rays were applied, with a good result. I was able to follow the case afterwards, and learned that the eruption had greatly improved, and that the affected areas were flat and smooth.
Case of Senile Tuberculosis Cutis. THIS woman is a widow, aged 68. She tells us that, four years ago, a patch appeared on the lower part of the left cheek, and it has since been gradually extending, and now invades practically the whole of the left side of the face and a small part of 'the ear. Recently, nodules have appeared on the left side of her nose. It is not syphilitic; two Wassermann tests have been done and both were definitely negative. I have not previously seen a case of the condition commencing in a patient as old as this one.
DISCUSSION.
Dr. J. J. PRINGLE: This case illustrates very perfectly a type of senile lupus vulgaris with which I am familiar, and which I believe not to be extremely rare. I would draw attention to the very interesting way in which the ear is involved, as it is in lupus erythematosus and in the lupus vulgaris erythematoides of Leloir. As to the differential diagnosis of this case from one of syphilis, there can be no doubt whatever. Dr. Dore and I have, at the present moment, under our care an old Scotch woman aged 75, in whom the diagnosis of syphilis had bebn made and acted on before she came under my observation with complete lack of success. The disease began on the forehead in 1912, and was of the same tumid type as in the case exhibited. I first saw her in November, 1917, and referred her to Dr. Dore for X-ray treatment. In March of the
